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Despite recent advances in intensive care for coronary 
artery disease, left ventricular free wall rupture still re- 
mains as a fatal complication of acute myocardial infarc- 
tion. Especially for the blowout type of left ventricular 
free wall rupture, reports of survival without any sequela 
are rare. Here we present a successfully repaired case of 
the blowout ype of left ventricular f ee wall rupture with 
percutaneous cardiopulmonary b pass (PCPB) and deep 
hypothermia. 
A 78-year-old woman was admitted with sustained chest 
pain and dyspnea. Emergency coronary angiography 
showed that the infarct-related vessel was a right coronary 
artery, and thrombolytic therapy was therefore adminis- 
tered. When this intervention was completed, the patient 
suddenly lost consciousness and then had ventricular 
fibrillation. While the patient was maintained on conven- 
tional cardiopulmonary esuscitations, the PCPB system 
consisting of a centrifugal pump (Sarns 7850; Sarns, 3M 
Health Care, Ann Arbor, Mich.) and a heparin-coated 
membrane oxygenator (Maxima; Medtronic, Inc., Cardio- 
pulmonary Division, Anaheim, Calif.), was quickly set up. 
The 15F and 17F heparin-coated thin-wall cannulas (Bio- 
Medicus; Medtronic) were inserted into the left femoral 
artery and vein, respectively, after systemic heparinization 
(1 mg/kg). Venoarterial bypass support was started 20 
minutes after cardiac arrest. The left side of the chest 
cavity was then exposed through a fifth intercostal ntero- 
lateral incision. The pericardial space was found to be 
filled with blood. After pericardiectomy, which corrected 
the cardiac tamponade, the heart started beating sponta- 
neously. Free bleeding from a left ventricular inferior 
muscular tear was detected. During these surgical proce- 
dures, the blood temperature was cooled down to 20 ° C 
with the heat exchanger incorporated in the oxygenator, 
resulting in hypothermic fibrillatory arrest of the heart. 
The left ventricular rupture was repaired with double 3-0 
monofilament mattress sutures reinforced by felt pledgets. 
After completion of rewarming, the patient was weaned 
from the bypass with the aid of intraaortic balloon pump- 
ing and inotropic support. PCPB time was 114 minutes. 
Even though the patient's postoperative recovery was 
complicated by chronic obstructive lung disease, which 
delayed the removal of ventilatory support, she was dis- 
charged from the hospita! on the 80th postoperative day 
without any complications. 
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PCPB is now becoming a standard resuscitative modal- 
ity for the treatment of severe cardiogenic shock. 10ur  
previous strategy was to use PCPB as a bridge to an 
operation performed under standard bypass performed in 
the operating room. z This technique was consistent with 
other reports of how left ventricular rupture was handled. 3 
There are several advantages in our new strategy. Left 
thoracotomy under PCPB support, without transferring 
the patient to the operating room, is the quickest ap- 
proach for the immediate correction of cardiac tampon- 
ade. Deep hypothermia s beneficial to both myocardium 
and brain. Hypothermic fibrillatory arrest, which can be 
induced with PCPB, is a simple and reliable arrest method 
during emergency cardiac procedures. 4 Cerebral hypo- 
thermia fter conventional cardiopulmonary resuscitation 
may enhance the neurologic recovery. 5 Reduction of the 
optimal cardiopulmonary b pass flow rate by hypothermia 
may be beneficial when adequate bypass flow cannot be 
obtained at normothermia because of possible hypovole- 
mia in a patient in shock. To our best knowledge, this is 
the first report to describe the use of hypothermic PCPB 
for successful repair of postinfarction left ventricular free 
wall rupture. Even though this is only one case report, we 
believe that our new strategy for left ventricular f ee wall 
rupture may bring great improvement to this challenging 
area of cardiovascular surgery. 
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